INTRODUCTION
HIV-infected persons are at increased risk of developing a wide array of infections due to opportunistic and routine pathogens. Despite this, actinomycosis has been rarely described in this population. We report a case of esophageal actinomycosis occurring in an HIV-infected patient, whose clinical course was complicated by recurrent esophageal ulcers.
CASE REPORT
A 41-year-old African-American male with late stage HIV infection (absolute CD4+ lymphocyte count 14 cells/mm3 and plasma HIV RNA 95,000 copies/ml) presented in October 1997 for evaluation of severe odynophagia. Physical examination was unremarkable except for poor dentition. There was no history of heavy alcohol use. He was empirically treated with fluconazole (100 mg per day) for one week without resolution of symptoms. An esophagogastroduodenoscopy (EGD)d was then performed, which showed a 5-cm distal esophageal ulcer. Histology of esophageal biopsies revealed no evidence of malignancy or viral inclusions, and special stains were negative for cytomegalovirus (CMV), herpes simplex virus (HSV), and fungi. Viral cultures were also negative. Omeprazole was prescribed to help promote healing of the ulcer. The patient clinically improved, suggesting an initial noninfectious etiology of the ulcer. He was discharged with follow-up scheduled to c To whom all correspondence should be addressed: Samuel 
DISCUSSION
Actinomyces comprise part of the normal oral flora, and may colonize the gastrointestinal tract, bronchial tree, and female genital tract. As human commensals, these organisms have a low degree of pathogenicity and generally only cause infection following disruption of normal barriers, such as after local trauma [1] . Infection often occurs in association with other pathogenic organisms [2] . All age groups can be affected, although actinomycosis is seen less frequently in persons less than 10 or greater than 60 years of age. There appears to be a male predominance [3, 4] . Most affected individuals have underlying co-morbid conditions, such as odontogenic disease, recent surgery, cardiovascular disease, or malignancy [2] . Actinomycosis is not usually considered an HIV-related opportunistic infection, and it appears to be a rare event in HIV-infected persons. This may be in part due to the frequent use of antibiotics in this population, many of which have activity against Actinomyces. However, it remains unclear which components of the immune response are most important in controlling actinomycosis and the specific impact of HIV/AIDS in these infections.
Actinomyces species most commonly cause disease of the oral-cervicofacial regions, less commonly the thorax, abdomen, or pelvis and rarely the central nervous system. Infection of nearly every anatomic site in the alimentary tract, from the oropharynx to rectum, has been reported. However, there are only four cases in the literature of esophageal actinomycosis, three occurring in HIV-infected individuals, and the fourth in a patient with pancreatic adenocarcinoma [5] . In the two cases of esophageal actinomycosis described by Poles et al. [6] , both patients had advanced HIV infection and CMV esophagitis. Following initial improvement from systemically administered antivirals, each patient presented with fever and recurrent odynophagia, at which time repeat upper endoscopy was performed, which revealed Actinomyces by histologic analysis. The patients evidenced symptomatic as well as endoscopic resolution of their infections following prolonged treatment with IV and/or oral penicillin (Table 1) . Spencer et al. [7] reported the third case of esophageal actinomycosis. The patient was a 47-year-old HIV-infected male, who presented with odynophagia, accompanied by thrush on oral examination. Endoscopy showed white esophageal plaques, and histology revealed sulfur granules and Gram-positive branching bacteria consistent with actinomycosis. Unfortunately, treatment data were not provided. In this report, the patient had concurrent candidal infection and possibly also aphthous ulcer disease of the esophagus. It is presumed that the mucosal disruption of the esophagus caused by these events allowed Actinomyces to establish infection at this site.
There are 13 additional cases of actinomycosis occurring in HIV-infected persons reported in the literature (Table 1) . Of these, 10 cases were male, one female, and two were not specified. The mean age was 35 years (range, 23 to 51 years). As occurred with our patient, the majority of cases were diagnosed by histology (seven), as opposed to culture (six), the latter not performed due to either lack of clinical suspicion and/or the known fastidious nature of the organism. Sites of infection were cervicofacial (seven), thoracic (three), gastrointestinal (two) and cutaneous (one). This distribution by anatomic site of disease is similar to that reported in non-AIDS case series. CD4+ lymphocyte counts were noted in only five cases, and ranged from 2 
